Obstructive jaundice results from obstruction to the flow of bile into the duodenum. The study was conducted to evaluate imaging findings in USG and MRCP in 46 cases of suspected biliary obstruction during November 2016 to October 2018. This cross sectional analytic study was conducted in Department of Radiodiagnosis, VIMSAR, BURLA. All patients were subjected to USG & MRCP. Results were compared and found MRCP superior to USG in diagnosis of obstructive jaundice.
Introduction
Jaundice, also known as icterus, is yellow discoloration of the skin and sclera due to high bilirubin levels in the blood. It may be Hemolytic, Hepatocellular or Obstructive. Obstructive jaundice results from obstruction to the flow of bile into the duodenum. Obstructive jaundice is not a disease in itself but a symptom of an underlying condition involving the liver, the gallbladder or the pancreas. It will usually require surgical intervention, and is also known as surgical jaundice. It is important to distinguish between the possible causes of obstructive jaundice. So, it is mandatory to determine pre-operatively the existence, the nature and site of obstruction. USG has been always considered the first choice technique in the study of biliary obstructive disease, due to its accessibility, speed, ease of performance and low cost 1 . Traditional Computed Tomography (CT) scan is usually considered more accurate than US for helping determine the specific cause and level of obstruction 2 . Ultrasound is used as an initial modality to confirm or exclude duct obstruction, which it does with at least 90% accuracy 3 . The range of application of CT has been partially restricted by MRCP 4 . MRCP techniques have greatly evolved, providing high resolution images of the biliary tree with short exam duration, while remaining non invasive without contrast medium injection 5 . 
Material and Methods
Patients with clinical and laboratory features suggestive of obstructive jaundice who were referred to Department of Radiodiagnosis, VIMSAR, Burla during the study period of 2 years (November 2016-October 2018) were included in the study.
Exclusion criteria
 Patients having cardiac pacemakers and electromagnetic implants.  Patients with claustrophobia  Patients not giving the consent for study.  No obstructive pathology detected in USG 46 patients included in the study were subjected to abdominal ultrasound followed by MRCP (Ultrasound by Philips HD 7 machine and GE LOGIQ F8 Expert and MRCP by 1.5 Tesla GE signa machine). Various features of obstructive jaundice like presence and level of obstruction, cause of obstruction, extent of obstruction and other associated findings were studied on both. MRCP findings were compared with USG findings. The findings were tabulated and analyzed.
Results
Out of 46 patients evaluated, maximum numbers of cases were observed in 35-75 years of age group. Majority of benign cause were seen in 11-50 years of age group while malignant causes were more common between 41-70 years of age group. Females (52.17%) were slightly more than the males (47.82%) in the study population. Jaundice, pain abdomen and vomiting were the frequent presenting complaints while fever, loss of appetite and distension of abdomen we less common. Most of patients presented with combination of symptoms (84%). Majority of pathologies observed were benign (63.04%). Most common benign disorder observed was choledocholithiasis (34.78) followed by benign strictures (10.86%). Choledocholithiasis and cholelithiasis were more commonly observed in female patients. Least commonly observed benign pathologies were choledochal cyst (8.69%) and pseudocyst(8.69%). Malignant pathologies were observed in 36.95% patients. Most common malignant pathology seen was Cholangiocarcinoma (17.39%) followed by periampullary carcinoma (8.69%), carcinoma head of pancreas (4.34%) and carcinoma gallbladder (4.34%). Cholangiocarcinoma and periampullary carcinoma were more predominant in males. Least commonly observed malignant pathology was one case of metastatic lymph nodes (2.17%) which was found in female patient. 71 Four cases of anatomic variants, choledochal cysts were present in our study. All 4 cases were diagnosed correctly by MRCP. Our study is in concordance with Bhatt et al 13 in their study they found 100% accuracy for MRCP in diagnosing anatomical variants. In four cases of choledochal cyst seen in our study, MRCP yielded diagnostic information by providing exact anatomical map for presurgical evaluation. Bhatt et al 13 reported choledochal cyst in 10% of cases in his study. Our findings are consistent with Bhatt et al. Four cases (28.69%) of pseudocyst resulting in biliary obstruction were present in our study which was correctly diagnosed by MRCP.
From 
Conclusion
MRCP was superior to Ultrasound. Ultrasound still remains the primary investigative modality of choice. MRCP serves as an accurate and non invasive, non ionizing imaging method for evaluation of pancreatico-biliary anatomy and pathology. It is very useful tool in case of obese patients. MRCP is the modality of choice for optimal characterization of the causative lesions in most of the cases obstructive jaundice which allows safe surgical management decisions. Potentially useful in patients undergoing biliary enteric anastomosis for knowing the level and extent of strictures.
